Background: Cost is a vital component for people with chronic diseases as treatment is expected to be long or even lifelong in some diseases. Pharmacist contributions in decreasing the healthcare cost burden of chronic patients are not well described due to lack of sufficient evidences worldwide. In developing countries like Nepal, the estimation of direct healthcare cost burden among newly diagnosed diabetics is still a challenge for healthcare professionals, and pharmacist role in patient care is still theoretical and practically non-existent. This study reports the impact of pharmacist-supervised intervention through pharmaceutical care program on direct healthcare costs burden of newly diagnosed diabetics in Nepal through a non-clinical randomised controlled trial approach.
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Conclusion: Pharmacist supervised intervention through pharmaceutical care program significantly decreased direct healthcare costs of diabetics in test groups compared to control group and hence describes pharmacist's contribution in minimizing direct healthcare cost burden of patients.
Keywords: Diabetes mellitus, Healthcare costs, Intervention, Nepal, Pharmacists, Pharmaceutical care, Randomised controlled trial
Background
Cost is a vital component for people with chronic diseases as treatment is expected to be long, even life-long in many cases. Pharmacist contributions in decreasing the healthcare cost burden of chronic patients are not well described due to lack of sufficient evidences worldwide. Direct healthcare costs (DHCs) are the "actual monetary expenditure used in treating or coping with a disease" [1] . In a broader sense, the direct healthcare cost is the expenditure spent for detection, treatment, rehabilitation and care of a disease [2] . Distinguishing the definition of cost from price, "cost is a function of the inputs (labour, consumable goods, depreciation, etc.) required to produce a particular service" while "price is a function of what is paid in the market place" [3] . Due to the chronic nature of diabetes, it is associated with a substantial impact on the healthcare cost of patients 2 with the largest proportion attributed to treatment cost among other components of direct cost of diabetes [1, 4] . The global estimation of direct healthcare expenditure for people with diabetes is about USD 153 billion per year [5] .
In Nepal, where healthcare services are poor [6] and not streamlined, people have difficulty in accessing the healthcare services most of the time. Furthermore, in absence of government and private healthcare insurance coverage, patients pay from their pocket to avail the acquired healthcare services, which increase their out-of-pocket expenses and make the treatment unaffordable to them. This result in a delay in disease diagnosis and early episodes of complications that may lead to frequent hospitalization and increased prescription cost with subsequent effects on other components of the direct cost domain [7] . Pharmacist role in patient care is still theoretical and practically non-existent in Nepal resulting in huge healthcare cost burden on patients. This study reports the impact of pharmacist-supervised intervention through pharmaceutical care program on direct healthcare costs of newly diagnosed diabetics in Nepal.
Methods

Study design
An interventional, pre-post non-clinical randomised controlled trial among the control group (CG), test 1 group (T1G) and test 2 group (T2G) with three treatment arms was conducted to explore the impact of pharmacist-supervised pharmaceutical care intervention on direct healthcare cost of newly diagnosed diabetics at the Manipal Teaching Hospital, Pokhara, Nepal for 18 months (July 2010 to December 2011). The study was approved by the Research and Ethics Committee of Manipal Teaching Hospital, Nepal [8] .
Study population
Newly diagnosed type 1 and type 2 diabetes mellitus patients of aged 16 years and above were selected. Pregnant women, mentally incompetent patients, patients not willing to participate and did not come at their first follow-up were excluded from the study. Written consent was taken from patients participating in the study. However, in case of minors, parental consent was sought and obtained.
Sample and sampling technique
Sample size was calculated by using a finite population correction formula [9] . Diabetes prevalence of 9 % was taken as the calculation factor from previous studies [10, 11] . The Z value was set at 1.96, with a 95 % of confidence interval and 5 % as margin of error. The calculated sample size was 125 patients. A drop-outs margin of 30 % was taken from previous studies [12, 13] and added to the sample to achieve the final targeted sample size of 162 patients. The targeted sample was achieved by a consecutive sampling method (based on time capsule frame) over 6 months duration (July 2010 to December 2010) [14] . The randomisation of 162 patients was done by 1:1:1 in three parallel groups [CG (n = 54), T1G (n = 54) and T2G (n = 54)] without disturbing the sequence of randomisation [15] . Ten patients (CG = 4; T1G = 3 and T2G = 3) did not complete their first assessment follow-up (3-months) and therefore, further study was carried out with 152 patients [CG (n = 50), T1G (n = 51) and T2G (n = 51)] [8] .
Study tools
Study tools were prepared in the Nepali language due to language fluency and barriers to the English language among most of the patients visiting the hospital. Sociodemography form was used to collect the patients' demographic characteristics. Direct healthcare costs documentation form was used to analyse the cost incurred by the patients in diabetes management during study period. Diabetes information booklet, diabetes complication chart and diabetic food chart were educational materials to improve the patients' awareness about diabetes and its management. A diabetic kit (including glass tubings, chart of human anatomy with circulatory system, daily medication calendar and calendar of antidiabetic medicines) was made especially for T2G (PC + Diabetic kit group) patients to explain about anatomical and physiological relationship of diabetes and its impact on physiological system. The intention to use diabetic kit only in T2G patients was to identify whether an extra demonstration of diabetic kit would increase patient's understanding about diabetes and assist them for better disease control. This extra initiative might bring remarkable differences in direct healthcare cost burden of patients between T1G and T2G [8] .
Estimation of direct medical and non-medical costs of patients
The direct healthcare costs estimation (direct medical and non-medical costs) from the patient's perspective was done by a 'bottom up' approach [16] to calculate their out-of-pocket expenses in managing their diabetes during the study period (12-months). The 'bottom-up' approach is based on the cost of individual units of service provided. The 'bottom-up' approach in fact starts from a selected subpopulation with the actual disease and all the costs associated with the disease is collected and extrapolated to the national level [17] .
Patient's direct healthcare costs were estimated before and after pharmacist-supervised pharmaceutical care intervention at the baseline and 3, 6, 9 and 12 months' follow-ups respectively. Direct healthcare costs incurred by patients at baseline and each follow-up are the total sum of direct medical and non-medical costs. Direct medical costs comprised of various costvariables including patient registration cost, cost for emergency care, lab investigation cost, drug(s) cost and cost of hospitalization and in-patient care. However, direct non-medical costs include transportation cost, meal cost on the way to hospital [1, 18] and dietary management cost during investigation in hospital. Information related to direct medicals cost was taken from patient's medical record (bills and prescriptions, etc.) and hospital rate lists for different services.
To calculate direct medical costs on patient is multiplying the number of each service/care provided by the unit cost of each service/care. For laboratory investigations, the number of laboratory tests performed was multiplied by the unit cost of each test. However, the calculation of drug cost(s) was done by multiplying the number of dose by the unit price of the drug and the resulting total costs was then multiplied by duration of therapy to obtain the total drug costs. However, direct non-medical cost estimation was done on the basis of information collected from patients and their relatives with regard to transportation cost, meal cost on the way to hospital (to and fro) and dietary management cost on each visit to the hospital.
Patients were asked to maintain a copy of all the bills and prescriptions related to their treatment to ensure the maximum accuracy of cost estimation. The calculation of DHCs at each follow-up covered direct medical and non-medical costs of patient between the two follow-ups (e.g. direct healthcare costs at 3-months will be the sum of direct medical and non-medical costs between baseline and 3-months period and so on). All the information related to direct healthcare costs were documented in a pre-designed direct healthcare cost documentation form.
Pharmacist intervention among diabetes patients
Pharmacist had made an attempt to minimize direct healthcare cost burden of diabetics by improving their understanding about diabetes. Pharmacist led intervention was done among the patients of test groups (T1G and T2G). Education and counselling about different aspects of diabetes and its management and, the correct use of antidiabetic medications were the important information covered by the pharmacist during the intervention. Patients from the test groups received the information about meaning of diabetes, its types, sign and symptoms, reasons for high blood glucose, risk factors of diabetes, different short term and long term complications of diabetes and role of pharmacological (anti-diabetic medication) and non-pharmacological (lifestyle modification, diet and exercise) measures in management of diabetes from pharmacist. Besides this, test groups patients were also taught about how to administer insulin by using insulin pen or insulin syringe (if insulin was prescribed in therapy) and trained regarding the use of glucometer for self-monitoring of blood glucose (SMBG) at home. Medication envelopes were used to dispense the prescribed medication (s) to the patients.
In addition to it, the test 2 group patients received the demonstration of diabetic kit components such as glass tubing's showing the change in the viscosity pattern of blood among diabetic and non-diabetic patients and the impact of increased sugar on the blood flow in different organ system with emphasis of blood coagulation and obstruction in blood flow in blood vessels in diabetes. Chart of human anatomy with circulator system was described to make the patients aware to locate the different organ system in the body and the supply of blood to these organs via blood vessels. Special focus was given to those organs which are mainly affected in diabetes i.e. cardiac system, renal system, eye and brain. They were also explained about the location of pancreas and its role in diabetes. Daily medication calendar and anti-diabetic medicine calendar were used to enhance the patients' knowledge and compliance about the use of antidiabetic medication in diabetes management [8] .
Statistical analysis
The direct healthcare costs of patients from three groups were calculated at the baseline, 3, 6, 9 and 12 months' follow-ups. Data was entered in SPSS version 16 and descriptive analysis was done as required for data analysis. Data was skewed (p < 0.05) on Kolmogorov-Smirnov test. Non-parametric tests i.e. Friedman test, MannWhitney U test were used to find out the differences between dependent and independent variables within and between the groups before and after the interventions respectively. The Wilcoxon signed rank test was used for pre-and post-comparison within the groups. Post hoc analysis with Wilcoxon signed rank test was used to find out in which follow-up the significant differences actually occurred in the group at a new p-value of ≤0.005 after Bonferroni adjustment. A significance level of p ≤ 0.05 was used in all analyses.
Results
Socio-demography of patients
The study enrolled 162 patients. The mean age (in years) of the patients was 49.14 ± 12.56. Males were greater in number (n = 106, 65.43 %). The median monthly income and inter-quartile range of the patients was Nepali rupees (NPR) 10,000 [(9,000)-(16,000)] (1USD = 73.38 NPR). About 40.7 % patients were unemployed, 25.9 % businessman, 18.5 % employed, 13.6 % pensioner and 1.2 % students in the study. The study found 30.9 % patients either primary educated or secondary educated and, only 24 % and 14.2 % patients were non-educated and tertiary educated respectively. There were no significant differences in education level and health related knowledge among the patients of three groups at baseline. There were 92 % patients of non-vegetarian food habits. Nearly 42.6 % and 57.4 % patients never had alcohol and smoking habits respectively. Type 2 diabetics were found more (n = 156, 96.3 %) in the study [8] .
Geometric changes in direct medical and non-medical costs of CG, T1G and T2G patients at the baseline and follow-ups Descriptive analysis was done to calculate direct medical and non-medical costs burden on diabetics and results are presented in mean ± sd and median (IQR) cost. The chief contributors of direct medical and non-medical costs of the control and test groups' patients were cost of investigation, drug(s) costs, patient registration cost, and transportation cost, dietary management cost respectively. Pharmacist-provided intervention reduced direct medical and non-medical cost burden on patients in test groups with greater reduction in anti-diabetic treatment cost in subsequent follow-ups (Table 1) .
Direct healthcare costs (direct medical + non-medical costs) of CG, T1G and T2G patients at baseline and follow-ups
The median direct medical costs, the median direct non-medical costs and the total median direct healthcare costs of CG, T1G and T2G patients at the baseline and follow-ups are mentioned in Table 2 . The reduction in cost variables attributed to increased cost of patients could be achieved by successive counselling and diabetes education related to diabetes care from the pharmacist, which ultimately affected the direct medical and nonmedical costs of patients resulting in a substantial reduction in total direct healthcare cost of patients in both test groups compared to control group in their followups (Table 2) .
Direct healthcare costs comparison of patients at the baseline and follow-ups within test groups (T1G and T2G)
Friedman test identified the significant differences in DHCs of test 1 group (p < 0.001) and test 2 group (p < 0.001) patients due to pharmaceutical care intervention (Table 3) .
However, it was difficult to explore from Friedman test where the actual significant differences occurred in each group on different occasions, which was resolved by using post-hoc analysis with the Wilcoxon signed rank test after Bonferroni adjustment applied (Table 4) .
Comparison of direct healthcare costs between test groups (T1G and T2G), and CG and test groups' patients
Although there were differences in median direct healthcare costs between the test groups (T1G and T2G) over time but differences were not statistically significant at Mann-Whitney U-test. Moreover, the significant differences in direct healthcare cost between CG and T1G, and T2G were noted at 6-months (p = 0.009, p = 0.010 respectively), 9-months (p = 0.005, p = 0.001 respectively) and 12-months (p < 0.001, p < 0.001 respectively) ( Table 5) .
Discussion
Diabetes is a very costly illness that creates a major impact on patient's direct healthcare costs (out-of-pocket expenses) [19] . The trend of increasing burden on patients' out-of-pocket expenses is due to lack of patients' focus on disease management in absence of their disease awareness and self-care practices.
The major contribution in total median direct healthcare costs of patients was attributed to median direct medical costs. The direct medical costs of patients in present study were greatly occupied with investigation costs followed by drug costs at baseline [5] . It was estimated that the total median direct healthcare costs of individual group at baseline was occupied by slightly more than half of median direct medical costs, which was further occupied by nearly one third of total median medication cost in each group. This is higher than the observation made from a study conducted in Italy [4] . Similarly, the dietary management costs and transportation costs were the main contributing components of direct non-medical costs at baseline in the present study.
Patients must be alert and proactive in managing their diabetes to avoid the co-morbidities that may cause significant out-of-pocket expenses of patients due to increased medical and medication costs related to diabetes and co-morbid conditions [19] . The out-of-pocket expenses of patients can be minimised by improving their health related outcomes. Pharmacist being an important member of healthcare team can provide a good support to patient in improving their health related outcomes and hence minimizing their out-of-pocket expenses. It is already evident from Asheville project in which authors demonstrated the impact of pharmaceutical care on economic outcomes in diabetes management [20] . There was significant increase in out-of-pocket expenses of patients in three groups at 3 months due to increase direct medical costs. The sudden increase in patients' out-ofpocket expenses was due to the high degree of glycaemia that required frequent patient visits to the hospital during the first 3 months of the initiation phase of treatment to get the physician's consultation. This subsequently increased the costs of other components of direct medical and non-medical domains with major impact on drug costs, investigation cost, registration cost, transportation cost and dietary management cost. Together, this amplified the median direct healthcare costs of patients in the three groups at 3 months. A rise in out-of-pocket expenses may decrease or prevent the health-seeking behavior of the patients and prevent them from medication procurement [21] .
Pharmacist led intervention reduced direct healthcare costs burden of patients significantly in test groups at 6, 9 and 12 months' follow-ups compared to control group when tested by Mann-Whitney U-test. Similarly, few studies from USA also described a reduction in total direct medical costs and per patient direct healthcare cost due to pharmacist led intervention through pharmaceutical care program [20, 22, 23] . The major reduction was calculated in direct medical cost components such as investigation cost and prescription cost of patients [24] . This reduction could be due to improvement in glycaemic symptoms of patients that reduces their drug prescription and frequency of investigations. Moreover, a Colombian study also highlighted the reduction in medical cost of those patients who were under the care of pharmacist compared to control group patients [25] . The median DHCs of patients in test groups decreased significantly compared to control group due to reduction in their median direct medical costs at 12 month followup. Although, there were differences in median DHCs (in Nepali rupees) of patients in both test groups throughout the study period but it was not significant at any of the follow-ups. The insignificant decrease in median direct healthcare costs of patients in control group compared to test groups could be due to the doctor∕ nurse provided care. The additional out-of-pocket expenses on patients in the absence of government and private health-insurance coverage 1 demands an urgent need of various healthcare schemes(e.g. health-insurance coverage) for the patients in developing countries like Nepal in order to protect their domestic budget, that may lead to improvement in their medication adherence and decrease the risk of chronic complications.
Limitations of the study
Diabetes patients were selected from only one hospital of the Kaski district in western Nepal and hence the study findings may not be able to generalize to the entire diabetic population of the country. The study estimated the reduction in treatment costs but fail to analyse the decrease in number of drug (s) per prescription of patient after the intervention. Similarly, the decrease in number of patient visits to the hospital was also not accounted. Furthermore, cost of pharmacist services was not taken into account in present study as there was no such cost taken by the hospital from the patient where study was conducted.
Conclusion
Direct healthcare costs of patients were mainly attributed to direct medical costs but contribution of transportation cost and dietary management cost cannot be ignored in direct non-medical cost. Pharmacist-provided intervention significantly decreased the direct healthcare costs of patients in test groups during their follow-ups with a greater reduction in drug costs and investigation costs. However, reduction in direct healthcare costs among control group patients was insignificant. The reduction in the direct healthcare costs of patients indicates the benefits of pharmacist-provided counselling and consultation through pharmaceutical care program in diabetes patient care and hence indicates pharmacist role and contribution in healthcare system. 
